A cute out-of-area placements (OAPs) occur when a patient is identified as requiring admission but a bed is not available in their local health area, requiring them to be sent elsewhere to a private sector bed.
There has been increasing concern over recent years regarding the practice of mental health patients in crisis being sent miles from home for inpatient care due to bed shortages. 1 In 2016, the Department of Health announced that such placements would be eliminated by 2021. 2 Despite this, the NHS' own data show that the number of OAPs is not falling.
Reasons for this problem are undoubtedly complex, but a key reason is likely to be the overall reduction in bed numbers from 34 000 in 2010/11 to 18 000 in the first quarter of 2018. 3 The community care system's ability to prevent crises by intervening early with those in distress and its capacity to manage crises due to the increasing gap between available resources and the demand they have to meet.
The Royal College of Psychiatrists (RCPsych) has stated that 'optimal' bed occupancy in a mental health ward is 85%. 4 On the 1st August 2013 the average occupancy for adult psychiatric wards was 101% 5 -it is likely to be higher now. Out-of-area placements (OAPs) are heavily relied upon by the NHS to meet growing demand but they are expensive, disruptive for patients, and may reduce quality of care and outcomes for patients. Here, the authors compared 50 patients who used acute OAPs with 50 patients admitted to an acute bed locally as regards length of stay, readmission rates, contact with services and levels of self-harm in the following 12 months. The results were substantially worse in key respects for patients who go to OAPs, raising further questions about their quality and the economic impact to the NHS. We collected information on the following demographic variables: age; gender; ethnicity; marital status; employment status; accommodation status; diagnosis; duration of illness, and number of previous admissions.
The main outcome measures were: total length of admission; time to readmission; number of contacts with mental health services, and number of recorded episodes of self-harm.
Statistical analysis was performed using Stata.
Results
The main demographic characteristics of the patients included in the study are depicted in Table 1 . A significantly greater proportion of females were sent to OAPs than males (76% versus 24%). Most patients were single (32 versus 30 patients) but there were more married patients (15 versus 9) in those admitted locally. Most patients in both groups were unemployed.
The main outcomes of the study are shown in Table 2 , including total length of admission, time to readmission, number of contacts with services and number of selfharm instances.
Patients who went to out-of-area placements had significantly longer admissions on average (77 days versus 33 days, p=0.0017). The average time to readmission was similar. Patients who were admitted to OAPs received significantly more contacts with services during the follow-up year (31.2 versus 26.6, p<0.05). In addition, patients admitted to an OAP self-harmed on a significantly greater number of occasions (1.61 versus 0.4 times, p<0.05).
Discussion
These data relate to OAPs in one Trust in southern England. It is likely that they are broadly representative, but clearly this is a limitation. Our retrospective method of data collection and the relatively small sample size also need to be considered when drawing conclusions. Data collection was complete for key measures.
The OAP group contained a statistically significantly higher proportion of females (78% versus 39%). This is likely to be primarily related to a greater pressure on female beds. Women also tend to present with higher rates of comorbidity (including personality, eating and anxiety disorders), which in turn can result in longer lengths of stay. 9 It is likely that the increased rates of self-harm in the OAP group were at least in part the result of the greater proportion of females within it, though we do not believe that the difference could all be accounted for in that way.
The difference in total length of admission between the two cohorts was highly significant, both statistically and in terms of the impact on individuals and services' finances. If we take an 'average cost' of £400 per day then the difference would be £21 500 per OAP (£38 500 v £17 000). The implications of this for health trusts are clearly problematic, with a significant reduction in funds available for core services as a result. As well as increased lengths of stay, OAP patients received more follow up from services and selfharmed more.
Conclusions
OAPs are expensive, inefficient, distressing for patients, and may increase risk. We found that there were significantly increased lengths of stay, more subsequent contacts with services, and more self-harm in this group. These results do need to be interpreted with caution given the limitations outlined above, but support the widespread clinical opinion regarding this practice and previous work in this area. The practice of sending patients out-of-area is undesirable, hence the Department of Health's instruction for it to end. There have been successes, such as one trust in the north of England instituting crisis houses, discharge coordinators, and enhanced crisis care for older adults to cut lengths of stay and thus reducing OAP use. The overall picture, unfortunately, remains troubling. 10 It is likely that acute OAPs will be here for some time given bed reductions, increasing pressure on all mental health services, and increased use of the Mental Health Act. A combination of enhanced community ser vices and bed increases (and/or more sophisticated bed use) will be needed to bring them to an end. The pervasiveness of OAPs across the country and the reliance on large numbers of private sector beds of variable quality, does call into question the more recent waves of NHS bed reductions and perhaps could be used to argue for some kind of 'renationalisation' of these beds. In the meantime, we urgently need to understand more about the people who are subjected to this practice and why they appear to have poorer outcomes to prevent unnecessary individual suffering and unnecessary financial damage to NHS services.
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